Abstract
Background
Intensive care unit (ICU) bed availability varies considerably throughout the world [1, 2] and within individual countries, including France [3, 4] . The demand for ICU beds is expected to increase due to the growth and aging of the population, increasing long-term survival of patients with chronic diseases associated with episodes of acute illness, and changing perceptions about the profile of patients likely to benefit from ICU admission [1, 2] . The ideal ICU bed/population ratio is that capable of ensuring that all patients likely to benefit from critical care can be admitted to the ICU, while keeping bed occupancy high, as unoccupied beds result in costs for no benefit. One factor that may influence this ratio is the set of criteria used by intensivists to triage patients to ICU admission, which should ensure that patients too well or too sick to benefit from critical care are not admitted [5, 6] . However, in everyday practice compliance with recommendations for ICU triage is low [7] . The problem is not simply one of demand, as the criteria used to define demand vary across ICUs and over time within ICUs. Several studies showed that triage was influenced by factors unrelated to the patients, such as bed availability [8] [9] [10] [11] [12] . To date, research in this field has focused on the influence of bed unavailability on triage decisions and has shown that bed scarcity is associated with fewer admissions and greater acute-illness severity in admitted patients [10, 13, 14] . In addition, patients admitted Open Access *Correspondence: rene.robert@chu-poitiers.fr 1 Réanimation Médicale, Université de Poitiers, CHU Poitiers, Inserm Unit CIC 1402; Groupe ALIVE, Poitiers, France Full list of author information is available at the end of the article at times of bed shortage had shorter stays, were sicker at discharge than patients admitted at times of greater bed availability, and may have a greater risk of early readmission [14, 15] . ICU bed scarcity was associated with higher refusal rates of patients considered too sick to benefit or requiring palliative care [12, 16] and to higher frequency of decisions to forego life-sustaining treatment [16] .
Few data are available on ICU admission patterns in units with high bed availability (HBA), and therefore, low rates of refusal to admit referred patients. An advantage of HBA is the ability to admit all patients likely to benefit, but a concomitant risk is that patients too sick or too well to benefit might be admitted, thus resulting in unnecessary suffering for the patients and in increased healthcare costs.
Here, our purpose was to assess the potential influence of ICU-bed availability on the clinical characteristics of the patients admitted and refused for ICU admission.
Patients and methods
We used data from a previous study by our group that compared outcomes of patients admitted to the ICU at first referral to those of patients who were denied ICU admission only because the unit was full [17] . For the present companion study, we focused on the patients who were admitted at first referral. We divided the ten participating ICUs into two groups based on mean bed availability over two 45-day periods constituting the 90-day study period, above or below the median 10 % value of admission refusal because the unit was full. Thus, the two groups were as follows: low bed availability (LBA) greater than 10 % rate of admission refusals due only to a full unit and HBA as a refusal rate for a full unit no greater than 10 %. The start and the end of each period were identical for all centers. We did not include patients referred to intermediate care units, transferred from one ICU to another based on a need for specific resources, or previously refused admission to another ICU.
Every day, it was reported if there was at least one time during the day in which no bed was available for a new admission. The numbers of patients who were denied ICU admission because they were deemed too sick or too well to benefit was documented prospectively as a reason for refusal ICU-admission. None of the study ICUs had a standardized protocol for triage to ICU admission, but the policy in all ten participating ICUs was to base admission decisions on published guidelines [5, 6] . As in the true life practice, the criteria used to characterize a patient too sick or too well to benefit were left to the senior physician in charge of ICU admission decision. None of the participating centers had a specific mobile emergency team and only two participating centers (one in each group) had distinct closed intermediate care units which were not involved in the study. None of the participating center had palliative care unit able to admit patients in emergency condition.
Data collection
At ICU referral, the intensivist in charge of the admission decision recorded the following data: age; sex; reason for referral; main diagnosis; presence of shock, jaundice, coagulation disorders, and/or plasma creatinine level higher than 250 μmol/L; need for mechanical ventilation and/or renal replacement therapy; Glasgow Coma Scale score; and history of malignancy, chronic obstructive pulmonary disease, diabetes, cirrhosis, and/or NYHA Class IV congestive heart failure. McCabe category (non fatal, fatal within 6 months, fatal within 5 years) was used to estimate underlying prognosis.
For patients admitted to the ICU admission the following data were recorded: and SAPS II; need for, and duration of, mechanical ventilation; need for renal replacement therapy; and vital status at ICU discharge. Patients were followed-up for 2 months after study inclusion, and vital status was recorded on days 28 and 60; when patients were discharged from hospital, their follow-up was determined by phone call to the patient or to his personnel physician if necessary.
The study was approved by our local clinical research committee. According to French law on medical research, written informed consent from the patient or next-of-kin was not required for this observational study.
Statistical analysis
Bivariate analyses were performed using the Student's t test or Mann-Whitney U test for continuous variables. The Chi-square test, or Fisher's exact test when appropriate, was used to compare proportions. Age was stratified into three categories arbitrarily defined: younger than 40 years, 40-75 years, and older than 75 years. SAPS II values at ICU admission were stratified into three categories also: lower than 16 (corresponding to a theoretical death prediction less than 2 %); 16-59, and higher than 59 (corresponding to a theoretical death prediction of almost 70 %).
Mortality rates at D28 and D60 were compared between the two types of units with univariate logistic regression. Moreover, factors associated with mortality were assessed by means of multivariate logistic regression analyses. The models were built using a backward manual procedure performed on a maximal model including the type of units (forced variable) and all factors that were associated with mortality with p < 0.05 in univariate logistic regression. Results are given as odds ratio (OR) with 95 % confidence intervals (CI).
For all analyses, a p value less than 0.05 was considered as significant.
Results
Of the 1762 patients with a first ICU referral, 160 patients did not meet selection criteria, leaving 1602 patients for the analysis (Fig. 1) . Among them, 812 were referred to one of the six ICUs with HBA (in one university and five non-university hospitals) and 790 to one of the four ICUs with LBA (in one university and three non-university hospitals). The total number of ICUs beds was 65 (median, 10.8; range, [8] [9] [10] [11] [12] [13] in HBA units and 66 (median, 16.5; range, 12-24) in LBA units. The ratio between the number of ICU bed and senior intensivist was identical in both groups (median = 2). Over the 90-day study period, the mean number of days with no bed available was 48 ± 21 in the 4 units with LBA versus 30 ± 16 in the 6 units with HBA (p < 0.01).
Of the 1602 patients, 1139 were admitted immediately to the ICU and 463 were denied admission, for the following reasons: full unit, n = 193; patient considered too sick to benefit, n = 122; and patient considered too well to benefit, n = 148. As expected, the proportion of admitted patients was significantly higher in the HBA (80.1 %; 659 out 823 proposals) than in the LBA units (61.6 %: 480/779 proposals; p < 0.0001). The proportion of patients refused admission because they were considered too sick to benefit was higher in the LBA group (9.0 %) than in the HBA group (6.3 %) (p < 0.05), whereas the proportions of patients refused because they were considered too well to benefit were similar in the two groups (10.3 and 8.3 %, respectively) ( Table 1) .
Characteristics of the 659 patients admitted to HBA units and of the 480 admitted to LBA units are listed in Table 2 . HBA units admitted younger patients, with a significantly higher proportion of patients younger than 40 years, compared to LBA units (p < 0.001). The HBA group had a significantly greater proportion of patients admitted for shock, compared to the LBA group. None of the other clinical characteristics studied differed significantly between the two groups. The mean SAPSII value on admission was not significantly different between the two groups but the SAPSII value distribution differed significantly, with higher proportions of patients having low (≤15) or high (>59) values in the HBA group than in the LBA group (Table 2 ). In the subset of patients with SAPS ≤15, there was no difference regarding some major clinical characteristics neither before admission justifying ICU admission nor for the frequency of mechanical ventilation during ICU stay (Table 3) . Mortality rates at 28 and 60 days did not differ significantly between the two groups even after adjustment on the potential confounders (Tables 4, 5 ).
Discussion
This study showed differences in patient profiles between ICUs with high versus LBA, with no significant difference in patient mortality. Patients admitted to units that usually had available beds were younger and more often had low or high acute illness severity, compared to patients admitted to units with scarce beds.
The ideal ratio of ICU beds to population is difficult to determine [18] . Several studies documented considerable variation in this ratio, both across countries [2] and within countries [3, 4] . An insufficient number of ICU beds results in refusal of patients likely to benefit and therefore in potentially avoidable deaths [17] . Conversely, HBA can result in the admission of patients who are too sick or too well to benefit, thus resulting in the squandering of valuable healthcare resources. In addition to the criteria used for ICU admission decisions, the ideal number of ICU beds is influenced by discharge policies (e.g., the discharge of dying patients to wards and the degree of illness severity at discharge), bed availability in regular wards, and factors influencing ICU stay duration such as weaning or sedation protocols [19, 20] . Previous studies based on questionnaires or casevignettes strongly suggest that a low number of available ICU beds may influence triage strategies [8, 9] . In studies of everyday practice, the influence of bed availability on triage varied. In a university ICU in Hong Kong with 634 referrals and 236 refusals, bed availability was not significantly associated with admission decisions [21] , whereas in several other studies the number of admissions was lower when bed availability was low [10, 11, 13, 14] . In a French ICU, during times without available beds the proportion of patients refused because they were deemed too sick to benefit was larger than the proportion of patients given treatment-limitation decisions after ICU admission (12 versus 1.4 %, p < 0.001) [16] . In a study from Canada, among patients refused ICU admission, the proportion deemed too sick to benefit (i.e., requiring palliative care) was larger when a single bed was available than when several beds were available (14.9 versus 8.5 %) [12] . Consistently, data obtained in our study showed that patients with high acute-illness severity were more often refused by units with a shortage of beds.
All these results come together to underline that the identification of patients falling within palliative care abilities is influenced by subjective factors highlighted by shortage of beds. An important result of our study is that high level of bed availability may also influence the decision making process. Apparently, there was no difference with the age or SAPS2 in the admitted population in both groups. But, interestingly, when we categorized the SAP-SII values into three groups, we found higher proportions of patients at both ends of the severity spectrum in the HBA group than in the LBA group. This finding suggests that intensivists in HBA units may be more prone to admit either patients who may be too sick or too well to benefit or patients. Very old age has been reported to be associated with denied of ICU admission [22, 23] . In our study, old patients were not refused more often in LBA units, and neither were they admitted more often in HBA units. ICU, day-28, and day-60 mortality rates were not significantly different between HBA and LBA groups. However, HBA units admitted higher proportions of patients at both ends of the severity spectrum, and increased mortality in the sickest patients may therefore have been canceled out by decreased mortality in the patients with less severe illness. When beds are available, intensivists may be more likely to admit more patients even though they are very sick patients for whom futility is a possibility, or younger patients with low illness severity. Thus, the appropriateness of these ICU-admissions is questionable. Several reasons to explain (justify) inappropriate ICU-admission have been reported [24] . Economic considerations might also influence admission decisions leading to inappropriate admission in HBA units [24] . ICU refusal due to bed unavailability has been demonstrated to be associated with increased mortality [17] . This increase also may be due to a higher non-admitted percentage of patients considered as requiring palliative care [12] . Our study has several limitations. First, there is no clear and reliable definition of bed availability which may result from multiple factors, including the number of bed available at the time of triage decision, discharge policies (e.g., the discharge of dying patients to wards and the degree of illness severity at discharge), bed availability in regular wards, and factors influencing ICU stay duration such as weaning or sedation protocols. Thus, since our aim was to conduct a global analysis of triage instead of analyzing admission decisions based solely on the number of beds available on each day, we chose to define bed availability using rates of refusal rather than the number of beds available at the time of triage decision. Second, we can not exclude differences according to centers. Indeed, we did not factor in the ratio of ICU beds in each geographic area over the population in that area. Moreover, although triage decisions are directed by published guidelines [5, 6] , we did not determine the extent to which intensivists in each ICU complied with those guidelines. Third, our study was not powered to assess a significant effect of bed availability on mortality. Additionally, policy on decision to forgo life-sustaining therapy may vary in each participating center and may impact ICU mortality. Finally, we did not collect data on the potential effect on admission decisions of non-clinical factors, such as pressure from superiors or economic considerations to use ICU beds more productively. As expected, the profile of patients admitted and refused in high and low ICU bed availability are different. However, we cannot determine from our data whether HBA units admit patients who are too sick or too well to benefit, or whether LBA units inappropriately refuse patients who are likely to benefit out of concern that their unit would then be unable to admit a patient in greater need of critical care. Further studies are needed to evaluate the impact of bed availability on decisional process for admission of ICU patients. 
